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THE ISSUE AND THE ENVIRONMENT
The field of cross-cultural care focuses on the ability
to communicate effectively and provide quality
health care to patients from diverse sociocultural
backgrounds. In recent years, medical schools in the
United States (US) have increasingly recognized the
growing importance of incorporating cross-cultural
curricula into medical education. Cross-cultural med-
ical education in the US has emerged because of four
major factors. First, cross-cultural education has been
deemed critical in preparing our providers to meet the
health needs of our growing, diverse population [1].
Everyday, health care providers see patients who pres-
ent varied perspectives, values, beliefs, and behaviors
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The field of cross-cultural care focuses on the ability to communicate effectively and provide quality
health care to patients from diverse sociocultural backgrounds. In recent years, medical schools
in the United States have increasingly recognized the growing importance of incorporating cross-
cultural curricula into medical education. Cross-cultural medical education in the United States has
emerged for four reasons: (1) the need for providers to have the skills to care for a diverse patient
population; (2) the link between effective communication and health outcomes; (3) the presence
of racial/ethnic disparities that are, in part, due to poor communication across cultures; and 
(4) medical school accreditation requirements. There are three major approaches to cross-cultural
education: (1) the cultural sensitivity/awareness approach that focuses on attitudes; (2) the mul-
ticultural/categorical approach that focuses on knowledge; and (3) the cross-cultural approach
that focuses on skills. The patient-based approach to cross-cultural care combines these three con-
cepts into a framework that can be used to care for any patient, anytime, anywhere. Ultimately, if
cross-cultural medical education is to evolve, students must believe it is important and under-
stand that the categorical approach can lead to stereotyping; it should be taught using patient cases
and highlighting clinical applications; it should be embedded in a longitudinal, developmentally
appropriate fashion; and it should be integrated into the larger curriculum whenever possible. At
the Harvard Medical School, we have tried to apply all of these lessons to our work, and we have
started to develop a strategic integration process where we try to raise awareness, impart knowl-
edge, and teach cross-cultural skills over the 4 years of schooling.
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regarding health and wellbeing, which are, in part,
influenced by their sociocultural background. These
include variations in the recognition of symptoms,
thresholds for seeking care, comprehension of man-
agement strategies, expectations of care (including
preferences for or against diagnostic and therapeutic
procedures), and adherence to preventive measures
and medications. Therefore, the health care providers
must be prepared to handle these challenges.
Second, research has shown that effective provider–
patient communication is directly linked to improved
patient satisfaction, adherence and, subsequently,
health outcomes [2]. In general, effective communica-
tion is essential in the care of all patients, but may be
even more important in cross-cultural encounters
where differences between the provider and patient
may further complicate communication. This further
emphasizes the importance of cross-cultural education.
Third, two recent Institute of Medicine reports,
Crossing the Quality Chasm and Unequal Treatment, have
highlighted the importance of patient-centered care
and cultural competence as a means of improving qual-
ity, achieving equity, and eliminating the significant
racial/ethnic disparities in health care that persist
today [3,4].
Finally, the major accrediting body of US medical
schools, the Liaison Council on Medical Education,
which states that “cultural sensitivity must be a 
part of the educational experiences of every student”,
now has standards that require cross-cultural curric-
ula as part of undergraduate and graduate medical
education [5]. Therefore, cross-cultural medical edu-
cation is no longer optional in the US, but mandatory




Cross-cultural education can be divided into three con-
ceptual approaches focusing on attitudes, knowledge
and skills.
The cultural sensitivity/awareness approach:
focusing on attitudes
The foundation of cross-cultural care and communi-
cation is based on the attitudes central to professional-
ism: humility, empathy, curiosity, respect, sensitivity,
and awareness of all outside influences on the patient
[6,7]. It is the added importance of these attitudes in
cross-cultural encounters, where the desire to explore
and negotiate divergent health beliefs and behaviors is
paramount, that has given rise to curricula designed
to build or shape them within learners. This approach
incorporates exercises and techniques that promote
self-reflection, including understanding one’s culture,
biases, tendency to stereotype, and appreciation for
diverse health values, beliefs, and behaviors [8]. Exam-
ples include open conversations exploring the impact
of racism, classism, sexism, homophobia, and other
types of discrimination in health care; determining
how providers have ever dealt with feeling “different”
in some way; attempting to identify, using patient
descriptors or vignettes, hidden biases we may have
based on subconscious stereotypes; determining our
reaction to different visuals of patients of different
races/ethnicities; and discussing ways in which indi-




Traditionally, cross-cultural education has focused 
on a “multicultural” or “categorical approach”, pro-
viding knowledge on the attitudes, values, beliefs, and
behaviors of certain cultural groups [10]. For exam-
ple, methods to care for the “Asian” patient, or the
“Hispanic” patient, would present a list of common
health beliefs, behaviors, and key practice “dos and
don’ts”. With the huge array of cultural, ethnic, na-
tional, and religious groups in the US, and the multi-
ple influences that lead to intragroup variability, such
as acculturation and socioeconomic status, it is diffi-
cult to teach a set of unifying facts or cultural norms
(such as “fatalism” among Hispanics, or “passivity”
among Asians) about any particular group [11,12].
These efforts can lead to stereotyping and oversim-
plification of culture, without respect for its fluidity
[13,14]. Research has shown that teaching “cultural
knowledge”, when not done carefully, can be more
detrimental than helpful [15].
There are two instances where focusing on a
knowledge-based approach can be effective. First, fol-
lowing the basic tenets of community-oriented pri-
mary care and community assessment, one can learn
about the surrounding community in which they prac-
tice or train [10,16]. Second, when the knowledge
taught has specific, evidence-based impact on health
care delivery, it can be an effective cross-cultural 
tool for providers and learners. Such examples in-
clude ethnopharmacology; disease incidence, preva-
lence, and outcomes among distinct populations; the
effect of war and torture on certain refugee popula-
tions and how this shapes their interaction with the
health care system; and the common cultural and
spiritual practices that may interfere with prescribed
therapies.
The cross-cultural approach: focusing on
skills
The cross-cultural approach teaches skills which 
meld those of medical interviewing with the ethno-
graphic tools of medical anthropology [14,15]. These
framework-based approaches focus on communica-
tion skills, and train learners to be aware of certain
cross-cutting cultural issues, social issues, and health
beliefs, while providing methods to deal with infor-
mation clinically once it is obtained [15,16]. Curricula
have focused on providing methods for eliciting the
patient’s explanatory models and agendas, identifying
and negotiating different styles of communication, as-
sessing decision-making preferences and the role of
the family, determining the patient’s perception of bio-
medicine and complementary and alternative medi-
cine, recognizing sexual and gender issues, and being
aware of issues of mistrust, prejudice and racism,
among others [1,7,12]. For example, providers are
taught that while it is important to understand all
patients’ health beliefs, it may be particularly crucial
to understand the health beliefs of those who come
from a different culture or who have a different health
care experience [15]. With the individual patient as
teacher, learners are encouraged to adjust their prac-
tice style accordingly to meet their specific needs. The
cross-cultural approach has gained favor among edu-
cators who see its clinical applicability as a framework
for caring for either diverse or targeted populations.
A MODEL FOR CROSS-CULTURAL CARE:
THE PATIENT-BASED APPROACH
The patient-based approach to cross-cultural care and
communication is a model that provides the tools
and skills necessary to provide quality care to any
patient, regardless of race, ethnicity, culture, class or
language proficiency [14]. The patient-based approach
consists of first, assessing the core cross-cultural issues;
second, exploring the meaning of the illness; third,
determining the social context; and fourth, engaging
in negotiation.
Assessing core cross-cultural issues
Interactions between patients and health care profes-
sionals often lead to misunderstandings that reflect
inherent differences in cultural values and expecta-
tions. These misunderstandings can originate from
health care providers being inattentive to “hot-button”
issues that can lead to outcomes ranging from mild
discomfort, to non-cooperation, to a major lack of trust
that disintegrates the therapeutic relationship. As
previously discussed, the vast number of cultural and
ethnic groups in the US and their heterogeneity make
it impractical if not impossible to learn specific aspects
of each that could influence the medical encounter.
Fortunately, certain core cross-cultural issues tend to
recur across cultures. There are five core cross-cultural
issues that should be taken into account with patients
to avoid cross-cultural misunderstandings: styles of
communication; mistrust and prejudice; decision-
making and family dynamics; traditions, customs
and spirituality; and sexual and gender issues. Once
a potential core issue is recognized, it can be explored
further by inquiring about the patient’s own belief or
preference, which may be quite different from the
“cultural norm”.
Explore the meaning of the illness
When patients seek care for a medical issue, they gen-
erally come with certain beliefs about the cause of
their symptoms, concerns about their illness, and
expectations about potential treatment. The overall
conceptualization of the illness experience has been
called the patient’s explanatory model [17]. In essence,
the explanatory model represents the “meaning of
the illness” for the patient, or how they understand
and explain their condition. This concept may seem
abstract but it is actually very basic. The patient’s
explanatory models can range from the mundane to
what would be considered by the medical profession
to be strange and exotic, and they may be more com-
plex than what is initially apparent. Exploring and
understanding these can be extremely useful with all
patients, but particularly for patients whose cultural
backgrounds and perspectives on health and illness
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may differ significantly from the Western model of
biomedicine.
Determine the social context
The manifestations of a person’s illness are inextricably
linked to those factors that make up the individual’s
social environment [18]. This social context is not lim-
ited to socioeconomic status, but also encompasses
migration history, social networks, literacy and other
factors. There is extensive literature that defines the
relationship between these social factors and health
status, and elucidating the effects of social class barri-
ers between patient and doctor [19]. The social con-
text can be broken down into three specific areas with
particular relevance to the clinical encounter: (1)
change in environment (such as migration); (2) literacy
and language; and (3) life control, social stressors and
supports.
Engage in negotiation
Health care providers and patients rarely see things
exactly the same way. Cross-cultural interactions add
additional layers of complexity to this situation that
may be especially pronounced when caring for pa-
tients from diverse sociocultural backgrounds. Much
of the emphasis of cross-cultural communication has
to do with exploring patients’ perspectives. But when
their views differ significantly from our views and
recommendations, we must turn to the process of cross-
cultural negotiation for some guidelines. Negotiation
is not about trying to convince patients who are
refusing medical treatment that they should accept
what we say. It is about getting beyond the notion that
whatever we think as physicians and medical profes-
sionals is automatically right for everyone. It is also
about teaching people what we know in a way that
they can understand and that values their system of
beliefs.
PROGRESS TO DATE AT HARVARD
MEDICAL SCHOOL
The ability of health care providers to provide quality
cross-cultural care is of growing importance, particu-
larly in the increasingly diverse US. Medical schools
in both the US and around the world are recognizing
the need to integrate cross-cultural curricula into med-
ical education. Significant work at Harvard Medical
School (HMS) has been done in the area of developing
and integrating cross-cultural training into the medical
student curricula. The progress at HMS can serve as an
example for institutions and educators that want to
incorporate cross-cultural medical education in their
own institutions. The following provides some basic
details on the recent advances in cross-cultural med-
ical education at HMS.
Background
In the fall of 2001, a committee composed of deans,
society masters, administrators, faculty, staff and stu-
dents was formed at HMS to develop a curriculum to
train medical students to deliver culturally competent
care. The Cross-Cultural Care Committee (CCCC), for-
mally known as the Culturally Competent Care Educa-
tion Committee, became a standing committee for the
Program in Medical Education in the fall of 2003, with
subcommittees on faculty and curriculum develop-
ment. The mission of the CCCC is to foster the devel-
opment of curricula and faculty to prepare Harvard
medical students with the knowledge, skills and atti-
tudes needed to provide the highest quality of care for
every patient, and to work towards the elimination of
disparities in health and health care.
The CCCC has a number of specific goals aimed
at achieving its mission. These goals include:
• Integrating educational experiences and teaching
on cross-cultural care into all core courses in the
existing HMS curriculum where it is reasonable to
do so.
• Ensuring that students are taught by faculty mem-
bers who are well versed in the concepts, princi-
ples and skills of cross-cultural care.
• Collaborating with the Division of Service Learn-
ing to provide structured opportunities in local
and international service projects to develop skills
and knowledge in community health and cross-
cultural care.
• Monitoring the quality of cross-cultural care educa-
tion provided by HMS to medical students through
feedback from students and formal evaluation.
• Developing educational opportunities for medical
students, faculty members, and others in the
Harvard medical community to learn about cross-
cultural care.
The objectives of current and developing curricular
components are aligned with those of the Association
of American Medical Colleges and enhance the
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school’s goal to graduate humane physicians. They
include:
• Defining cross-cultural care, culture, race and
ethnicity.
• Exploring the epidemiology of the health of dif-
ferent populations.
• Understanding and reflecting on the culture of
allopathic medicine and other healing traditions.
• Critically examining the effects of bias, stereotyp-
ing, discrimination and racism on health care.
• Critically examining the extent of health care 
disparities and their underlying causes.
• Developing skills to explore one’s own health care
beliefs and those of patients.
• Developing cross-cultural communication and 
negotiation skills to improve care for all patients.
Progress to date
The CCCC has embedded a variety of activities into
the 4-year curriculum at HMS. Some of these activi-
ties are briefly described here.
HMS year 1
1. Summer reading: Prior to beginning their 1st year
at HMS, students have to read The Spirit Catches You
and You Fall Down by Anne Fadiman [20]. This is the
story of a Hmong child with epilepsy and her family’s
struggle with Western medicine. In addition, they have
to read the executive summary of the Institute of
Medicine report, Unequal Treatment: Confronting Racial/
Ethnic Disparities in Health Care. Unequal Treatment high-
lights the existence of racial/ethnic disparities in health
care in the US, as well as root causes and strategies to
address them.
2. Introduction to the profession: Upon arriving at
HMS, students undergo a several-day program enti-
tled Introduction to the Profession. The goal of this pro-
gram is to orient students to the profession of medicine.
Within this program, we have incorporated a half-
day session for all medical and dental students in
which CCCC faculty facilitate small group discussions
about the summer readings, the Implicit Association
Tests (where students test their own unconscious
biases), and a documentary film called Hold Your Breath,
a story about an Afghani man with gastric cancer and
the daily struggles and cross-cultural challenges that
he, his family, and his health care team face in fight-
ing this illness.
3. Patient–doctor (PD) I: As part of the year-long PDI
course, which focuses on medical interviewing, we
have included a session where a cross-cultural docu-
mentary video (from Worlds Apart) is shown and dis-
cussed in small groups. Worlds Apart is a four-part
video documentary series that explores culturally
diverse patients’ and families’ experiences with the
American health care system. Worlds Apart captures
many of the conflicts that arise when patients and
health care professionals bring together their dif-
ferent perspectives on health, illness, and medicine. 
The videos aim to shed light on how these conflicts
arise and how they can affect health decisions and
outcomes.
4. Case-based learning/pathophysiology: In the 1st
year, HMS students engage in case-based learning as
part of their pathophysiology course. After a rigorous
effort led by Dr Helen Shields and a team of faculty
and students, cross-cultural issues were embedded
into several gastroenterology courses. This allowed fac-
ulty preceptors to incorporate in their discussion key
sociocultural factors about the patient, their condi-
tion, and their presentation and management.
HMS year 2
5. PDII workshop on cross-cultural care and commu-
nication: As part of the year-long PDII course, which
focuses on medical interviewing, we have a 2-hour
workshop where we again use a cross-cultural docu-
mentary video from Worlds Apart. As opposed to just
using the video to raise awareness around the issue of
disparities and cross-cultural care, the workshop
focuses on teaching students how to handle challeng-
ing cross-cultural encounters. Particular emphasis is on
helping students to understand the exact questions
they should be using to explore key issues with pa-
tients, and strategies for negotiation. Workshops have
been taught at nine of 11 PDII sites (different hospitals
where students spend learning time) and have led
to significantly increased scores on cultural compe-
tence objective structured clinical exams (described
below) [21].
6. Cross-cultural primer: The key concepts of cross-
cultural care have been put together in a five-page
primer (and lab pocket guide) that is distributed to
all 2nd year students. The primer was developed as a
way to standardize the concepts that are taught for all
Cross-cultural medical education
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students, as well as for use as a resource, particularly
in preparation for the objective structured clinical
exam.
7. The Objective Structured Clinical Exam: At the end
of the 2nd year of HMS, students have to go through
the Objective Structured Clinical Exam (OSCE) [22].
The OSCE is composed of multiple, timed stations that
students rotate through, and the goal is to test their
history taking and physical examination skills in a
variety of different areas. Several years ago, the CCCC
created a station devoted particularly to cross-cultural
issues. The station, which uses a simulated patient
(paid actor), plays out the case of a Latina woman with
poorly controlled hypertension. The student has to
explore why her blood pressure is poorly controlled,
and several cross-cultural issues emerge. The student is
graded, and receives immediate feedback on their per-
formance, making the OSCE both an evaluation and
teaching tool.
HMS year 3
8. Quality interactions e-learning course on cross-
cultural care: Quality Interactions: A Patient-based
Approach to Cross-cultural Care (www.qualityinterac-
tions.org) is an interactive, case-based e-learning pro-
gram on the patient-based approach to cross-cultural
care [14]. During their internal medicine clerkship at
each hospital site, 3rd year students are required to
complete Quality Interactions. This provides all stu-
dents with the identical curriculum, with the added
benefit of not needing to bring them all together to
accomplish this task (they are required to do it irre-
spective of which hospital they rotate through), and
at a time of their choosing (the program is available
24 hours a day, 7 days a week).
9. PDIII session on health care disparities and health
literacy: As part of the year-long PDIII course, which
focuses on self-reflection, one group session is dedi-
cated to a discussion on health literacy and health care
disparities.
HMS year 4
10. 4th year OSCE: Similar to the 2nd year OSCE, the
4th year OSCE has several stations that incorporate
cross-cultural issues as part of the case. One station in
particular focuses on a case of shortness of breath that
includes several cross-cultural issues integral to the
diagnosis. This is designed to reinforce the importance
of cross-cultural care, and to make a final assessment
of students before they graduate.
LESSONS LEARNED
Strategies for integration: five lessons from
the field
Over the last few years, we have gained significant
insights about the integration of cross-cultural curricula
into medical education.
1. “Buy-in” is critical
It is critical to secure “buy-in” from students, meaning
that they truly understand the importance of cross-
cultural communication and its relationship to quality
health care. Moreover, they must believe that the
skills they learn will truly help them provide high-
quality care to any patient they see, regardless of their
background. If the students do not buy-in to this con-
cept, they will be dismissive about the importance of
cross-cultural education. Buy-in is accomplished by
making the case, using real clinical scenarios as well
as the peer-reviewed literature, that cross-cultural
communication is a skill that matters and is essential
in becoming a top-notch clinician.
2. Focus on cases and clinical applications
Didactics can be very ineffective when teaching cross-
cultural care and communication. In order to keep the
students’ buy-in, there should be a focus on teaching
using clinical cases and on teaching skills that have
real and relevant clinical applications. For example,
the Worlds Apart series highlights real-life cases, and is
a provocative and effective way of teaching students
the key skills of cross-cultural communication.
3. Address demand for “categorical approach”
Because of their time constraints and practical nature,
students may actually demand “quick facts” about dif-
ferent cultures as opposed to a framework to explore
these issues with every individual patient. Students
must be taught that the categorical approach may, in
fact, lead to stereotyping and generalizations, which
may be clinically ineffective and detrimental to the
patient. An effective way to address the demand for the
categorical approach is to draw parallels to the ways
we obtain other clinical information about patients.
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For example, we never assume that just because a
patient has a cough and a fever that they have pneu-
monia; instead, we have a framework of questions
that helps us to generate a differential diagnosis. The
same could be said for cross-cultural care; you need 
a framework to assess the sociocultural factors that
are most important for the individual patient you are
caring for.
4. Think longitudinally
It is important to teach cross-cultural care and com-
munication in a developmental fashion, as all other
medical education is taught. By this we mean that ini-
tially, in the preclinical years, it may be enough to raise
awareness and secure buy-in from students by focus-
ing primarily on the development of attitudes. Once
students move into the 2nd year, you can begin to pro-
vide more knowledge, as well as specific skills (such
as those of inquiry), which can have significant clinical
applications. Ultimately, the goal should be to teach
material in a developmentally appropriate way, at a
time when students can both understand and digest
the information.
5. Integrate when possible
Strategically, it may be important early on to have spe-
cific courses on cross-cultural care and communication.
However, the most effective way to teach this material
is by integrating these into mainstream classes that
students respect. Our work embedding cross-cultural
issues into the 1st year pathophysiology course is a
great example of how this can be done successfully.
The key is to identify natural areas of synergy and
key allies that will allow you to embed these concepts
into the curricula.
SUMMARY
Cross-cultural education continues to be an emerging
field that is no doubt making progress in the US. To
evolve effectively, it must be taught in a developmen-
tally appropriate way, and must be integrated when-
ever possible. Communicating effectively across
cultures is a critical component of providing quality
health care to diverse populations. Ultimately, physi-
cians need a practical set of tools and skills that will
enable them to provide quality care to patients every-
where, from anywhere, with whatever differences in
background that may exist, in what is likely to be a
brief clinical encounter. It is obviously impossible to
learn everything about every culture, and we should
not be expected to. Instead, we should learn about the
communities we care for, but more importantly have a
framework to care for any patient regardless of their
race, ethnicity or cultural background. The patient-
based approach to cross-cultural care and communi-
cation described here enables health care providers
to cut through perceptual barriers and lift the veils of
social and cultural misunderstanding. This approach
can facilitate all medical encounters, but is particu-
larly important in the setting of cultural and social
differences.
REFERENCES
1. Zweifler J, Gonzalez AM. Teaching residents to care for
culturally diverse populations. Acad Med 1998;73:
1056–61.
2. Stewart M, Brown JB, Boon H, et al. Evidence on patient-
doctor communication. Cancer Prev Control 1999;3:
25–30.
3. Institute of Medicine, Committee on Quality of Health
Care in America. Crossing the Quality Chasm: A New
Health System for the 21st Century. Washington: National
Academy Press, 2001.
4. Institute of Medicine, Committee on Understanding
and Eliminating Racial and Ethnic Disparities in Health
Care. Smedley BD, Stith AY, Nelson AR, eds. Unequal
Treatment: Confronting Racial and Ethnic Disparities in
Health Care. Washington: National Academy Press,
2002.
5. Liaison Committee on Medical Education. Accreditation
Standards. Available at: http://www.lcme.org/standard.
htm#culturaldiversity [Date accessed: March 15, 
2001]
6. Bobo L, Womeodu RJ, Knox AL Jr. Principles of inter-
cultural medicine in an internal medicine program. 
Am J Med Sci 1991;302:244–8.
7. Gonzalez-Lee T, Simon HJ. Teaching Spanish and
cross-cultural sensitivity to medical students. West J
Med 1987;146:502–4.
8. Culhane-Pera KA, Relf C, Egil E, et al. A curriculum for
multicultural education in family medicine. Educ Res
Meth 1997;29:719–23.
9. Tervalon M, Murray-Garcia J. Cultural humility versus
cultural competence: a critical distinction in defining
physician training outcomes in multicultural education.
J Health Care Poor Underserved 1998;9:117–25.
10. Paniagua FA. Assessing and Treating Culturally Diverse
Clients: A Practical Guide. Thousand Oaks: Sage
Publications, 1994.
Cross-cultural medical education
Kaohsiung J Med Sci September 2009 • Vol 25 • No 9 477
11. Chin JL. Culturally competent health care. Pub Health
Reports 2000;115:25–33.
12. Hill RF, Fortenberry JD, Stein HF. Culture in clinical
medicine. South Med J 1990;83:1071–80.
13. Donini-Lenhoff FG, Hedrick HL. Increasing awareness
and implementation of cultural competence principles
in health professions education. J Allied Health 2000;29:
241–5.
14. Carrillo JE, Green AR, Betancourt JR. Cross-cultural pri-
mary care: a patient-based approach. Ann Intern Med
1999;130:829–34.
15. Shapiro J, Lenahan P. Family medicine in a culturally
diverse world: a solution-oriented approach to com-
mon cross-cultural problems in medical encounters.
Fam Med 1996;28:249–55.
16. Nora LM, Daugherty SR, Mattis-Peterson A, et al.
Improving cross-cultural skills of medical students
through medical school-community partnerships. 
West J Med 1994;161:144–7.
17. Kleinman A, Eisenberg L, Good B. Culture, illness,
and care: clinical lessons from anthropologic and
cross-cultural research. Ann Intern Med 1978;88:
251–8.
18. Pincus T, Esther R, DeWalt DA, et al. Social conditions
and self management are more powerful determinants
of health than access to care. Ann Intern Med 1998;129:
406–11.
19. Feinstein JS. The relationship between socioeconomic
status and health: a review of the literature. Milbank Q
1993;71:279–321.
20. Fadiman A. The Spirit Catches You and You Fall Down.
Farrar: Straus & Giroux, 1998.
21. Green AR, Miller E, Krupat E, et al. Designing and 
implementing a cultural competence OSCE: lessons
learned from interviews with medical students. Ethn
Dis 2007;17:344–50.
22. Nayer M. An overview of the objective structured clin-
ical examination. Physiother Can 1993;45:171–8.
Kaohsiung J Med Sci September 2009 • Vol 25 • No 9478
J.R. Betancourt and M.C. Cervantes
